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F 000 INITIAL COMMENTS F 000

 Investigation of complaints #TN00051940, 
#TN00052081, #TN00052582, and a COVID-19 
Focused Infection Control survey was conducted 
on 12/1/2020 - 12/3/2020 at West Hills Health 
and Rehab. No deficiencies were cited under 42 
Part CFR 483, Requirements for Long Term Care 
Facilities.
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